In this issue of the journal, Royse and co-workers 1 present very simple but illuminating data on the accuracy of the interpretation of echocardiographic images by medical staff given intensive training over a two-day course. The findings invite questions of how much cardiac sonography will become part of the expected haemodynamic assessment skillset of intensivists and anaesthetists, and how much training is required to allow for an adequate standard of interpretation of cardiac ultrasound images.
The role of echocardiography in the intensive care unit has expanded rapidly in recent years. Its role and utility has been debated in the intensive care community, with views ranging from haemodynamic assessment echocardiography being a key skill for all intensivists 2 , to echocardiography should be performed only by those with full accreditation. The need for focussed or haemodynamic assessment echocardiography is recognised by the American Society for Echocardiography 3 . One of the key questions is whether echocardiography is used in the intensive care unit as a relatively brief adjunct to clinical examination in the critically ill, or in its traditional role as a detailed structural and functional investigation of the heart; two very different purposes. A consensus document released in 2011, with input from the Australian and New Zealand Intensive Care Society 4 , suggests classification of training in echocardiography into those competent in general ultrasound and haemodynamic assessment, as opposed to the fully qualified and credentialled echocardiologist, and further suggests that all intensivists should have at least basic skills in this area. However deployed, the ongoing audit of cases and maintenance of skills through minimum case numbers is considered an essential part of clinical echocardiography, and all departments in which echocardiography is used require processes to ensure this occurs 4 .
Every unit in which haemodynamic screening echocardiography is performed regularly can relate anecdotes of patients in whom dramatic and even immediately lifesaving management changes were made on the basis of echocardiographic haemodynamic assessment findings.
Despite this, there are no adequate studies to assess whether improved outcomes occur as a result of this practice. Nevertheless, occasional cases and a reasonable rationale, without robust evidence of outcome benefit, have produced other major changes in practice that we would be loath to do without. Widespread and resource intensive introduction of pulse oximetry is a key example.
In Royse and co-workers' study, doctors exposed to training over a two-day course were able to interpret images with a high degree of concordance with a 'gold standard' of qualified echocardiography practitioners. Of note, the questions raised were pertinent to haemodynamic assessment rather than detailed structural findings. The discordance rates, though low, can be viewed either as potential for errors in management to be made, or an improvement, however imperfect, in the accuracy of overall assessment. Qualitative endpoints have been used in other studies 5 as well as in clinical practice.
That right heart function abnormalities were less well detected invites the question as to whether 'minimal' training needs to further develop right heart function assessment skills, which has been acknowledged by the authors.
A limitation to the wider application of the study, which the authors acknowledge, is that candidates were shown images taken by others, rather than acquired themselves. For the performance of this study this was essential. Image acquisition is, however, a key part of echocardiographic skill, and this study is thus unable to answer the question as to whether these doctors, with this level of training, would be able to obtain images consistent with adequate interpretation. The need for ongoing practice in image acquisition is acknowledged by the authors and, perhaps more importantly, so is ongoing audit and supervision. Image acquisition for general intensive care echocardiography after brief training has been assessed by others 6 and found to be adequate.
Royse and co-workers' study gives us much food for thought and the authors should be congratulated on this work. It supports the concept that short-course training may allow adequate interpretation of basic haemodynamics; it poses the question of the inclusion of further assess-Training in echocardiographic haemodynamic assessment in the intensive care unit: how much is enough?
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Anaesthesia and Intensive Care, Vol. 40, No. 3, May 2012 ment of right heart function in such training, and perhaps paves the way for a larger trial including image acquisition by those trained in haemodynamic assessment echocardiography. Whether this assessment of haemodynamics makes meaningful outcome differences is a question that will be hard to answer, and it behoves the anaesthetic and intensive care communities to consider appropriate ways to assess this.
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